
 

 

 
 

 
 

 
 

      

OIG RELEASES WHITE PAPER ON EVIDENCE SUPPORTING 
ADMINISTRATIVE CLOSURE OF 2014 TOMAH, WI, VA MEDICAL CENTER 

INSPECTION ON OPIOID 
PRESCRIPTION PRACTICE


“Facts are stubborn things; and whatever may be our wishes, our inclinations, or the 
dictates of our passion, they cannot alter the state of facts and evidence.”  John Adams 

Since February 2015, the Office of Inspector General (OIG) has been working in good 
faith to provide the Senate Homeland Security and Governmental Affairs Committee 
with evidence supporting the OIG’s decision to administratively close the healthcare 
inspection into allegations of inappropriate opioid prescription practices at the Tomah, 
Wisconsin, VA Medical Center (VAMC), while balancing our obligation to protect 
sensitive information in veterans’ medical records, VA quality assurance documents, 
and the names of complainants and witnesses promised confidentiality by our 
inspectors. Nonetheless, on April 29, 2015, the Committee issued a subpoena seeking 
records that was significantly broader than the records initially requested in February 
2015, and for some records that we previously provided to the Committee, including 140 
healthcare administrative closures issued from 2006 to 2015.   

In less than 4 weeks from receipt of the Committee’s subpoena, the OIG produced 
13,949 pages of documents, withholding 1,812 pages of medical records to protect the 
identity of patients and their sensitive health information and other documents that 
represented the internal OIG deliberative process.  Because no Committee Members 
had requested a briefing on our Tomah inspection, on June 4, 2015, we provided each 
Committee Member with a white paper with an analysis of the evidence to support our 
decision to administratively close the inspection.  The white paper was also provided to 
the Senate Majority and Minority Leaders, the House Veterans’ Affairs Committee 
Chairman, the Senate Veterans’ Affairs Committee Chairman, and other interested 
Members that addresses the following key points: 

 Who knew what and when.
 Lack of supporting evidence of early refills and opioids being prescribed to treat

Post Traumatic Stress Disorder.
 Lack of supporting evidence that drugs were being diverted.
 Misunderstanding that the administrative closure addressed tragedies or 

veterans' deaths.
 Retaliation for whistleblowing.
 Culture of fear at the Tomah facility.

Our white paper lays out the facts and evidence—separating them from unsupported 
opinions and rumors circulating about the Tomah facility and our inspection—and cites 
the underlying documents and transcripts of interviews collected during an exhaustive 
2-year inspection that OIG expert psychiatrists, physicians, and health care staff relied 
on in reaching the conclusion that the majority of allegations relating to prescribing 
practices and related issues were not substantiated.   
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